Background A transformation of healthcare is underway, from a sellers' market to a consumers' market, where the satisfaction of the patient's needs is part of the definition of quality. Patient satisfaction surveys are widely used to judge service quality, but clinicians are sceptical about them because they are too often poorly designed measures that do not lead to improvements in the quality of care.
can highlight areas where remedial action is needed. Small-scale local surveys may seem to lack the robustness of larger studies, but do identify similar areas of concern. Commissioners and clinicians could use the findings of such surveys to inform dialogues about the quality of hospital care for older people.
Background
The National Service Framework for Older People (NSFOP) was introduced in England by the Department of Health (DH) in 2001 1 being 'triggered by concerns about widespread infringement of dignity and unfair discrimination in older people's access to care'. Standard two of the NSFOP addresses person-centred care stating: 'NHS and social care services should treat older people as individuals and enable them to make choices about their own care'. Milestones were to be met by 2005 and the DH held that these were well on track. 2 In re-launching the NSFOP in 2006 the DH re-focused attention to older people's experiences and in particular to enhancing their confidence that 'in all care settings older people will be treated with respect for their dignity and their human rights'. 3 Later inspection by the Healthcare Commission exploring general inpatient experiences identified continuing deficits in this area. 4 In 2004-2005 the Healthcare Commission reviewed the implementation of the NSFOP, using a rapid appraisal approach 5 that included a postal survey of patient satisfaction together with public listening events, focus groups and individual interviews. This mixed methodology was used to build a picture of service performance at local level (where information about the quality of services is often lacking 6 ), and to guide interventions to improve the quality of care. 4 The survey component of the appraisal was used to reach older people who might not respond to invitations to participate in public or group events, and to seek opinions about the person-centredness (or otherwise) of hospital inpatient care. The results of this survey informed the mid-point review of the NSFOP 7 but have not been reported in detail until now.
Inpatient experience may be difficult to access, biased and incomplete. The experiences of people who have had inpatient care may be valuable after the inpatient episodes when they are better able to comment on their experiences, though clearly with hindsight. Satisfaction surveys have been criticized for their limited ability to capture nuances of experience, their tendency to underestimate the extent of dissatisfaction, 8 responder biases that exclude those with the worst health and greatest need 9 and their weakness as outcome measures. 10 Nevertheless they are widely used in health services research 11 and in regulation of services, for a number of reasons. First, service users have strong views about whether care is good or bad, are the best judges of aspects of care like interpersonal relations and communication, attach high importance to being encouraged to ask questions about their treatment, and having their choices explained. 12 Second, a transformation of healthcare is underway, from a sellers' market to a consumers' market where the satisfaction of patients' needs is part of the definition of quality. Finally, there is the ideological reason that, in a democratic society, service users should have the right to influence decisions and activities influencing them. 13 Clinicians are sceptical about the methods used to evaluate the services that they provide, 14 contrasting the scientific rigour of the methods used to evaluate treatments with the subjectivity of methods used to evaluate services. Clinicians have been particularly critical of patient satisfaction surveys, partly because clinicians communicate regularly with their patients and hear their concerns 15 and partly because satisfaction surveys have often been flawed, poorly designed, measures of service quality that did not lead to improvements in the quality of care. 16 However, there is an inexorable trend towards evaluating quality of services and publicly reporting the findings, so commissioners and clinicians seeking to improve the quality of care need information that allows for remedial action before a regulatory body intervenes. Cleary has made a plea for clinicians to embrace patient satisfaction surveys as a way of stimulating and guiding quality improvement efforts rather than a threatening mechanism for identifying 'bad apples'. 15 In the absence of resources for complex public consultation mechanisms, one way to carry out this kind of screening for problems in service provision is to use a questionnaire survey. 17 This paper explores the utility of such an approach by using secondary analysis of data from a survey carried out as part of the Healthcare Commission's review of the National Service Framework for Older People as a case study of satisfaction surveys. Case studies are used extensively in social sciences research and evaluation studies. They are particularly useful when investigators have little control over events, and when the focus is on contemporary phenomena within a 'real-life' context. 18 The methodological problems of such a survey are discussed, as well as the potential benefits of this approach for commissioners and service providers.
Methods
The Healthcare Commission, together with the other inspectors of public services in health and social care, the Commission for Social Care Inspection (CSCI) and the Audit Commission in England, undertook a mid-point review of the National Service Framework for Older People (NSFOP) in 2004. A team of independent researchers was engaged to elicit the perspectives of older people about the impact and effectiveness of the NSFOP. Older people were involved from the start in the design of the evaluation, its implementation and in the analysis of findings 19 through the involvement of the research co-operative Older People Researching Social Issues (OPRSI). 20
Settings
A sample of localities in England was selected by the joint inspection bodies. 21 These included urban and rural areas with diverse populations, including areas with high proportions of older people and those with declining numbers of older people, covering six local authority areas. A mixed methodology approach was used, including a postal survey. Data collection took place in 2005-2006.
Postal survey
This was constructed to answer the Healthcare Commission's questions about specific experiences of older people's health and social care services. Older People Researching Social Issues played a key part in formulating questions, advising on the format and in piloting the questionnaire with older people, in order to address patient experiences as directly as possible, 22 avoid wording that might overestimate satisfaction 23 but without using simplistic 'portmanteau' questions. 24 During a six-month consultation process 10 versions of the questionnaire were produced. The questionnaire was designed to be as succinct
Box 1 Questions asked about hospital care
Please think about your most recent experience of hospital care, if you have had more than one in the last year, or that of the person you care for.
(1) If you (or the person you care for) have been in hospital, could your inpatient treatment have been avoided? Can you explain your thinking if you answered 'possibly', 'probably' or 'definitely'? Space for free text (2) While you (or the person you care for) were in hospital, could you describe your care and treatment as: My discharge from hospital was at the right time for me, and well organized My discharge from hospital was at the right time for me, but badly organized I went home too soon, but it was well organized My discharge from hospital was too soon, and was badly organized I went home later than I wanted, but it was well organized I went home later than I wanted, and it was badly organized and non-intrusive as possible but with room for respondents to add detail of their views and experiences. The questionnaire was composed in plain English, printed in large font and accompanied by freepost envelopes. Demographic details were sought, and questions were asked about experiences of inpatient care, discharge and the avoidability of admission. MREC approval was gained for the postal survey (reference number 05/ MRE09/33).
The questions specifically asking about hospital care are shown in Box 1.
Six primary care trusts (PCTs) were asked to draw a stratified random sample of 2000 older people (over 50 years of age) from the PCT register. The sampling procedure was similar to that followed by each PCT for the National Patient Survey (available on www.nhssurveys.org). However, for this survey the sample was stratified by age to ensure that all age groups over 50 years were adequately represented. Firstly, the database of registered patients was separated into the following age bands: 50-64 years (required sample 700); 65-74 years (required sample 700); 75 years and over (required sample 600). Secondly, a random sampling technique was applied to achieve the required sample from each age band, and the PCTs arranged the mailing to ensure that responders remained anonymous to the research team.
Recipients were sent an explanatory covering letter, the survey and a consent form. Completed consent forms and questionnaires were returned by freepost to the Social Care Workforce Research Unit at King's College London, to ensure that PCTs could not identify respondents. Because the survey was one component of a time-limited rapid appraisal process no reminders were sent. Questionnaire answers were allocated locality identifiers and coded.
Analysis of quantitative and qualitative data
Quantitative data was entered onto SPSS-PC to allow production of descriptive statistics and parametric and non-parametric tests as appropriate. Quality was assured by double data entry. Freetext responses to the survey were transcribed and added to a coding frame linked to the subject areas of the survey. Responses that covered more than one subject area, for example, commenting on primary and social care support after hospital stay, were entered under both categories. The responses were read by three members of the research team from a variety of disciplinary backgrounds to con-sider meaning and context. Agreement about categorization was reached by discussion within the team.
Results
There was an overall response rate of 35% (n=4170) for the survey of 12,000 people aged 50 years and over (the response rate ranged from 26% to 44% across the six PCTs). Thirty-six percent of those aged 50-64, 37% of those aged 65-74 and 27% of those aged 75 and over responded. The characteristics of the responders are shown in Table 1 .
The mean age of the 4170 survey respondents was 69 years (range 50-101 years) and 56% were women. Over half of respondents (61%) lived with their spouse or partner, the remainder living alone (25%), with their family (11%) or with others (3%). One percent stated their ethnicity as White Irish, White Other, Asian and less than 1% as Black UK, Black Caribbean or Black African. Respondents were asked to report on their general health, 29% stated that their health was 'Fair or Poor', 65% 'Very Good or Good' and 6% 'Excellent'. Less than half of the survey respondents had a disability or longstanding illness (40%) with the majority having a carer available to them if needed (92%).
Fourteen percent of respondents had a personal experience of an overnight stay in hospital (n=584), and this group has been used for the secondary analysis; those answering for a relative or friend were excluded from the analysis. Table 2 illustrates the opinions and experiences of this group.
Ninety percent did not think that their admission could have been avoided, and around 80% felt that their care and treatment were sensitive to their views, beliefs or preferences, were personalized, and were designed to involve them in making decisions about future care and to promote independence. Of the small number who thought that their admission possibly or probably could have been avoided, half attributed admission to the poor quality of community services and half to the lack of timely intervention by doctors or nurses. Only 10 (2%) were certain that their admission had been avoidable. The free-text data contained a number of examples of poor hospital care in which older patients felt they were not treated with respect, and in which person-centred care seemed deficient (Box 2). Eighty-four percent of respondents felt that their discharge from hospital was timely, 11% that discharge was premature and 4% that discharge was delayed ( Table 2 ). The free-text data yielded accounts of how well organized discharge had been for some older people, and how poorly managed for others (Box 3).
Discussion

What this study shows
This case study suggests that the majority of older users of hospital services in the six localities who responded to the invitation to comment on policy and practice were satisfied with the quality of their care. Hospital care appeared personalized for most respondents. Their responses and accounts suggest that for a large number of older people receiving inpatient care, their independence was promoted and they were engaged in decisionmaking. Notwithstanding the positive responses from most respondents, there were some people whose experiences of hospital care were far from person-centred, justifying the Department of Health's recent emphasis on promoting dignity in the care of older people in hospitals and other care settings. 3 Problems with hospital discharge remain despite efforts over long periods of time to correct them, and according to these findings, persist for a significant group of older people needing inpatient care.
Limitations of the study
Although we were able to elicit the views of a large number of older people in this survey, the findings need to be interpreted with caution, and read with an awareness of high levels of satisfaction found with advancing age. 25, 26 Surveys are not necessarily the best way to elicit opinions on complex issues like quality of care, but in this case the survey included opportunities for brief descriptions of experiences to be incorporated in the responses, and was also set in the context of a multimethod rapid appraisal. 27 Retrospective capture of views about the quality of services runs the risk of recall bias, but time delays in eliciting experience can be useful because satisfaction immediately after an episode of service utilization tends to reflect the quality of communication between patient and staff. Later assessments of satisfaction tend to reflect other outcomes (like symptom control, need for repeat visits, functional ability) which may be more important. 28 Despite our sampling strategy the 75-and-over age group was under-represented among respondents.
The meaning of the study
We doubt that any clinician will be surprised by the accounts given, but the case study methods achieve authenticity 29 in the sense that they are fair (all views are included) and catalytic (the findings lead to actual or potential stimulation of action, in this instance by the Healthcare Commission). The Healthcare Commission's judgement on the implementation of the NSFOP 7 was that progress had been made in addressing problems of hospital care.
Although small-scale local surveys may seem to lack the robustness of larger studies, these findings identify similar areas of concern to the Picker Insti-tute's large-scale surveys and a subsequent Healthcare Commission report using a different methodology. 4 While this suggests that this case study has value as an evaluation of service performance, the trustworthiness of the data and our analysis of it depend on its credibility to others with experience of the topic, transferability to other settings, dependability (depth of description of methods, peer analysis of data, third-party evaluation of data gathering) and confirmability (by independent review of the data). 30 In our view the dependability of this case study rests on the methods used (described here briefly but in more detail elsewhere 21 ) and the confirmability through the Healthcare Commission's review and utilization of the findings. The credibility and transferability of the findings are left for the reader to judge.
Implications of the findings
The response rate to the survey is comparable to that obtained by the Picker Institute in its patient satisfaction surveys, before reminders are sent to non-responders 31 but nevertheless has implications for interpretation of the findings. The greatest problem, in our view, is response bias rather Had to find own transport home. GP was not pleased as live alone, had been in bed two weeks. (90556 Female, 82; Shop assistant) I was sent home with a package of pills I hadn't had beforehand, didn't know how I would react to them. I was told I would go home after lunch so my daughters were to wait at home for me, I finally arrived home in nightdress and wrapped in a blanket at 8:30. (70205 Female, 97; Retired -Housewife and mother) Discharged too soon. Couldn't breath properly. Still had things wrong. (50339 Female, 68; Retired -Cleaner) than lack of population representativeness. When small-scale local surveys are used as screening tools for problems with local services rather than as an accurate representation of the spectrum of experience, low response rates only matter if problems are uncommon or rare. Our sample size was large enough to identify potential problems in hospital care. The tendency for those with the greatest needs not to respond to surveys, 9 and for positive evaluations to 'hide' negative feelings, 32 means that results are more indicative than descriptive. While our findings could not be used comparatively to judge 'winners and losers' among hospitals, the negative experiences revealed by the survey could be used to educate and inform hospital staff and to focus and facilitate quality improvement efforts. 15
Conclusion
Service evaluation can be formative (guiding change) or summative (judging performance). Our interpretation of this case study is that it could only be formative. Small-scale patient satisfaction surveys do not measure patient satisfaction in any scientific sense, and cannot be used as robust and reliable metrics for service evaluation, but when used as formative case studies they can identify problems in service provision that may require remedial action. Clinicians and managers should avoid interpreting their finds as 'league table' results but instead use them to demonstrate that they are working collaboratively to respond to patients' concerns.
